The objectives of this study are to describe, for European countries, variations among political traditions in the magnitude of inequalities in self-perceived health by educational level and to determine whether these variations change when contextual welfare state, labor market, wealth, and income inequality variables are taken into account. In this cross-sectional study, the authors look at the population aged 25 to 64 in 13 European countries. Individual data were obtained from the Health Interview Surveys of each country. Educational-level inequalities in self-perceived health exist in all countries and in all political traditions, among both women and men. When countries are grouped by political tradition, social democratic countries are found to have the lowest educational-level inequalities.
social development and to political and welfare state conditions. These studies have found a relationship between the type of welfare regime and infant mortality, with the social democratic countries having better indicators. Some other health outcomes have also been studied, comparing countries with different political traditions (1, (5) (6) (7) .
Dahl and colleagues (8) , reviewing the empirical evidence from published articles on health inequalities in different countries, assessed whether social class inequalities in health diminished for several welfare state regimes. However, the studies included in their review did not compare health outcomes for different typologies of countries. Dahl and coauthors did not conclude that health inequalities are systematically smaller in social democratic countries than in other European countries with different welfare regimes. Muntaner and colleagues (9) compiled data comparing Sweden, the United Kingdom, and Italy as examples of social democratic, liberal, and Christian democratic traditions, respectively. Their results were similar to those of Dahl and coauthors. Muntaner and colleagues concluded that error in measurement of social class (e.g., manual vs. nonmanual workers) could account for the observed absence of differences.
More recently, Espelt and coworkers (10-12; including a commentary by Lundberg) showed the differences among three political traditions (social democratic, Christian democratic, and late democracies) of self-perceived health inequalities, using Wright's neo-Marxist social class dimensions, in the adult and elderly populations of nine European countries. In this study, health inequalities were larger in the late democracies, and primarily among women, mainly when using the educational level ("skills/credentials") dimension. The inequalities were not so clear when using other dimensions of social class ("ownership" and "supervision"). These results were more important for poor self-perceived health than for long-term illness indicators. Espelt and coauthors' studies, however, included only populations older than 50 years in nine European countries.
The present article expands the approaches of the earlier studies. First, it focuses on the conceptual model presented in Figure 1 , which explains socioeconomic inequalities in self-perceived health through political traditions, welfare state and labor market policies, and income inequalities and wealth. Second, it broadens the age range of the population studied, as well as the number of countries included. Our hypothesis was that countries governed by social democratic parties have a more generous welfare state, full employment policies, and lower income inequalities. All these factors are related to health outcomes and inequalities in health outcomes.
Thus, the two main objectives of this article are, first, to describe the variations among political traditions in the magnitude of inequalities in selfperceived health by educational level in men and women in Europe; and second, to determine whether these variations change when contextual variables of welfare state, labor market, and wealth and income inequalities of each country are taken into account. 
METHODS

Design, Population Studied, and Sources of Information
Using a cross-sectional design, we studied the population of men and women aged 25 to 64 of Norway (2002), Sweden (2000, 2001) , Finland (1994, 1998, 2000, 2002, 2004) 
Variables
Dependent Variable. Self-reported health status was measured through a single question: "Would you say your health is very good, good, fair, poor, or very poor?" A dichotomous outcome variable was created (1 = fair, poor, or very poor; 0 = very good, good). Self-reported health is related to objective health, and it is also a valid predictor of mortality (14) .
Individual Independent Variables. Age was categorized into three groups (25-34, 35-44, 45-64) . As a measure of socioeconomic position we used educational level, which measures the highest level of education completed by the respondent. It was categorized using the International Standard Classification of Education (ISCED). The categories were: no or only primary education (ISCED 1), lower secondary education (ISCED 2), upper secondary and post-secondary non-tertiary education (ISCED 3-4), and tertiary education (ISCED ³ 5).
Contextual Country Independent Variables. These include the variables obtained for each country (see Figure 1 ). We chose the year of the independent variables to obtain a time lag between them and the dependent variable (15) . Income inequality variables had to be for 2001 because we could not obtain data for earlier years. 
Welfare state variables:
• Level of education in 1999: Percentage of adult population (25-64 years) with ISCED levels 3-4 (£ post-secondary education, non-tertiary). • Public expenditure in 1992: Total public social expenditure as a percentage of gross domestic product (GDP).
Labor market variables:
• Participation of women in the labor force in 1999: Percentage of women employed or looking for a job. 
Income inequality and wealth variables:
• Quintile share ratio in 2001: The ratio of total income received by the 20 percent of the population with the highest incomes (top quintile) to total income received by the 20 percent with the lowest incomes (lowest quintile). Income is understood as equalized disposable income. • Gini coefficient in 2001: This is a measure of the inequality of a distribution.
It is defined as a ratio with values between 0 and 100. The numerator is the area between the Lorenz curve of the distribution and the uniform (perfect) distribution line; the denominator is the area under the uniform distribution line. Zero corresponds to perfect income equality; 100 corresponds to perfect income inequality. • GDP in 1993: The GDP of a country is defined as the market value of all final goods and services produced within the country in a given period of time. We included the GDP per capita in PPP (purchasing power parity, millions US$).
Data Analysis
We used two types of weights in the analyses: (a) weights that take into account the sample design for the countries where this was necessary, and (b) weights to obtain the same sample size for each country. The sample size for each country was 2,435 for women and 2,346 for men (these were the minimum sample size of the surveys).
All analyses were carried out for men and women separately, because the perception of health differs by gender, and the association of educational level and self-perceived health can also differ for men and women (18) . First, we described all individual and contextual variables. Second, we described self-perceived health by political tradition, age-standardized by the direct method, using the whole sample for the 13 countries as a standard population.
Log-binomial regression models (19) were fitted to show the association between self-perceived health and educational level, adjusting by age group, in the different countries (see Table 1 ). In these models, for the countries where it was necessary, data were weighted only by the specific weight to take into account the sample design. Moreover, log-binomial regression models were fitted to show the association between self-perceived health and the independent variables: educational level, political tradition, and age group, and the interaction between educational level and political tradition (see Model I in Tables 3  and 4 ). Educational level was introduced as a quantitative variable (with four values between 0 and 1, which reflect the educational-level distribution in the population for each political tradition). Therefore, with this model, we obtained the relative index of inequality (RII) of educational level for each political tradition, which can be interpreted as the prevalence ratio of poor perceived health for the two extremes of the educational spectrum (20) . As a further step, we fitted eight different log-binomial regression models (Model II to Model IX in Tables 3 and 4) with the same independent variables as Model I, but also including country contextual variables (all the individuals of one country had the same independent variables), to see whether they reduced the RII between self-perceived health and educational level for the different political traditions. Table 1 shows the cases included in the study for each country and the crude percentages of poor self-perceived health. Poor perceived health status varies among the countries, Portugal having the highest percentages and Netherlands the lowest. Women have worse self-perceived health than men in all countries except Finland and England. The distribution of contextual variables among countries is presented in Table 2 . In the late democracies, less than 15 percent Table 1 Number of people per survey, percentage of population with poor perceived health (less than good), and association between poor perceived health (less than good) and educational level in each country grouped by political tradition, women and men 25 Public expenditure: total public social expenditure as % GDP. of the adult population has post-secondary education, a much lower percentage than in other countries. The highest percentages of public expenditure and of participation of women in the labor force occur in the social democratic countries. Late democracies and liberal countries have higher income inequalities and lower GDP. Figure 2 shows that the highest percentage of poor self-perceived health (67.3%) was among women with less education in the late democracies, while the lowest (10.3%) was among women with tertiary education in the liberal countries. Absolute inequalities by educational level were more important in the late democracies. Figure 2 also shows the different distributions of population by educational level among countries with different political traditions, social democracies having the highest levels of education and late democracies the lowest.
RESULTS
The association between poor self-perceived health and educational level (age-adjusted) in each country is also shown in Table 1 . In all countries, poor self-perceived health is related to low socioeconomic position. We can observe important discrepancies among countries within the same political tradition. For example, Ireland has a higher RII of poor self-perceived health for women (RII = 6.32; 95%CI, 4.07-9.80) than England (RII = 3.59; 95%CI, 2.92-4.42). Tables 3 and 4 show, for women and men, the age-adjusted associations between poor self-perceived health, educational level, and the political tradition of the countries. The associations between poor self-perceived health and educational level differ by political tradition (Model I). Among women and men, the RII is lower in social democracies (RII = 2.89; 95%CI, 2.61-3.19 for women and RII = 2.82; 95%CI, 2.55-3.11 for men). The RII of social democracies does not differ from the RII of liberal countries for men.
When the contextual variables of the conceptual model were introduced into Models II to IX, the variations of educational-level inequalities between political traditions were reduced (except in liberal countries), with the exception of the introduction of labor market variables, which did not reduce the variations. The role of the contextual variables was the one hypothesized in the conceptual model: the higher the educational level, public expenditure, and wealth, the lower the percentage of poor health. Conversely, the higher the unemployment, quintile share ratio, and Gini coefficient, the higher the percentage of poor health. The female labor force percentage was related in the opposite direction from that expected: the higher the labor force participation, the higher the percentage of poor health.
In Model IX, which includes all the variables of the conceptual model, the RII of educational level for women varied between 2.31 (95%CI, 2.13-2.51) for late democracies and 4.42 (95%CI, 3.66-5.35) for liberal countries. For men, the RII of educational level varied between 2.32 (95%CI, 2.11-2.56) for social democracies and 3.37 (95%CI, 2.73-4.16) for liberal countries. Table 3 Association between poor perceived health (less than good) and independent variables by political tradition, nine log-binomial models, women 25 Table 4 Association between poor perceived health (less than good) and independent variables by political tradition, nine log-binomial models, men 25 
DISCUSSION
We found educational-level inequalities in self-perceived health in all the countries examined and in all the political traditions of wealthy countries, for women and men. When countries are grouped by political tradition, we observe that social democracies have the lowest inequalities, while the other political traditions do not differ much. We must take into account, however, the substantial variability among countries within the same political tradition. When contextual variables of welfare state, income inequalities, and wealth were taken into account, educational-level inequalities diminished in all political traditions (except the liberal tradition), and the differences became smaller. Labor market variables did not reduce the differences in educational-level inequalities among political traditions.
The results of this study are in accord with previous findings based on self-perceived health reported by Mackenbach and coauthors (13) , also using EUROTHINE data. These authors also acknowledged that self-perceived health inequalities are smaller in Nordic countries, although their article did not compare countries by political tradition.
Data Evaluation
Self-perceived health is a variable that represents a multidimensional concept of health (21) , is related to morbidity and mortality (14) , and has been used in many European studies on health inequalities (22, 23) . The question about self-perceived health had five possible answers in each country, usually two for good health (very good, good) and three for poor health (fair, bad, very bad). But in two countries (Germany and Netherlands), there were three categories of good health (excellent, very good, good) and two of poor health. Taking into account that interviewees chose one of five categories, these different response options may have biased the results. For this reason, we repeated the analysis excluding Germany and Netherlands (Table 5) , and we found similar results. Moreover, we changed the categories of the dependent variable ("less than fair" health), finding that, in this case, late democracies showed higher inequalities.
Another fact to be taken into account is that health interview surveys have heterogeneous time periods, and therefore it was not possible to achieve the desired time lags with contextual variables in all cases.
Finally, a larger number of countries for each type of political tradition would be preferable for future studies. Liberal countries should also include the United States, Australia, New Zealand, and Canada. Portugal and Spain should be grouped with Greece.
Poor Self-perceived Health by Political Tradition
We found differences by political tradition, but we should emphasize that within each political tradition, countries had different profiles. For example, Ireland had higher inequalities than England. The fact that the British Labour Party was in power relatively frequently before 1980 is probably reflected in the indicators of social policy in Britain, mainly in the area of health care (24) , and this is a factor that may influence health inequalities.
Few earlier studies have analyzed self-perceived health inequalities by socioeconomic position in countries with different political traditions. Two recent studies (10, 25) found higher inequalities by educational level in late democracies, but Christian democratic countries did not show higher inequalities than social democracies. Both studies, however, used other sources of information, different countries, and different age groups than those in our study. As noted in the introduction to this article, the study by Espelt and coauthors (10) was based on the population aged over 50 and used Wright's social class dimensions. Eikemo and coauthors (25) used the European Social Survey and analyzed information for 23 countries.
An important issue to take into account in the present study is the different distributions of the population by educational level. In late democracies, the majority of the population has the lowest educational levels; this situation is reversed in other political traditions, particularly in the social democratic countries. This finding is even more evident among women. For this reason, in the late democracies, a large proportion of the population, with low educational level, Social Inequalities in Self-perceived Health / 337 Table 5 Association between poor perceived health (less than good and less than fair) and educational level by political tradition (excluding Germany and the Netherlands), women and men 25-64 years .001
Note: RII, age-adjusted relative index of inequality. a p-value of the interaction between educational level and political tradition.
is being compared with a small proportion, with a high educational level, while in other political traditions the opposite occurs. This low educational level of the population in the late democracies is related to the lower development of public policies in these countries during the second half of the 20th century, and persisting today (7, 26) .
In social democratic countries, the population with low educational level is probably a specific group with a higher concentration of poor health than in other types of countries, a fact that may increase the inequalities found in these countries. We should also mention that among men with no education in social democracies, the proportion of those who are unskilled workers is about 40 percent, whereas in other political traditions it is below 30 percent (data not shown).
This study also showed that when contextual variables of welfare state (public expenditure), income inequalities (quintile share ratio and Gini coefficient), and wealth (GDP) are taken into account in the models, the differences between political traditions become smaller. One important consequence of the expansion of the welfare state is that public benefits are high and are universal-available for everyone. Benefits directed to the whole population facilitate access to all public goods (education, health care, social care, maternity leave, home care, etc). For example, universal free education would increase the overall level of education but also contribute to social mobility by opening up for all, regardless of money, the opportunity to have a university education and thereby climb the social ladder (2, 4, 8) . Moreover, the benefits of the welfare state imply being protected in the face of adverse situations such as unemployment or sickness absence, which are related to worse health outcomes. And universalistic health coverage implies better health outcomes and more utilization of preventive and curative health care services (3, 4, 27, 28) .
Another aspect of our findings to highlight is the reduction in educational inequalities among welfare state regimes when economic inequalities were taken into account. In this area, it has been reported that redistributive economic policies that imply the existence of lower income inequalities are related to better health outcomes (4, 29, 30) . We should point out that in our study, in the models shown in Tables 3 and 4 , labor market variables did not diminish the differences in educational-level inequalities between political traditions, probably due to the high percentage of female participation in the labor force in Portugal. For women, it is probably also necessary to consider variables related to household labor (31, 32).
CONCLUSIONS AND RECOMMENDATIONS
This study has shown how inequalities in poor self-perceived health by educational level exist in all political traditions, for women and men, although there are important variations among countries within the same political tradition. These inequalities are reduced when contextual variables of welfare state, income inequalities, and wealth are taken into account. Future studies need to increase the number of countries for each type of political tradition and the number of different health outcomes, in order to better understand the role of political tradition in health inequalities. 
